Utilization of service was improved as evidenced by significant decreases in the number of admissions per ER v i s i t , in the percent of patients inappropriately hospitalized, in the overall lenqth of stay, and in the percent of unnecessary days spent in the hospital. Patient care was improved a s demonstrated by sign i f i c a n t decreases in the percent of patients with a delay in diagnosis o r inappropriate treatment. W e conclude t h a t changes in policy can significantly improve hospital u t i l i z a t i o n and the q u a l i t y of patient care even in a large municipal hospital.
PEDIATRIC HOUSE OFFICER EDUCATION I N NEWBORN INTEN-
IVE CARE UNITS, Richard L. Schreiner, Glenn R. Schwenk, J r . , Edwin L. Gresham, Morris Green, Indianr University School of Medicine, Indiana University Hospitals, Department of Pediatrics, Indianapolis.
The purpose of t h i s time motion study was t o quantitate and evaluate the time spent by PL-1's i n the newborn intensive care u n i t (NBICU). Seven PL-1's were followed continuously f o r approximately one week each. A t o t a l of 505 hours including 9 onc a l l s h i f t s were studied. Nineteen percent of the time involvec discussing patients with faculty, house o f f i c e r s , students and nurses; 17%, patient rounds and conferences; 16%, charting and writing h i s t o r i e s and physicals, progress notes, e t c . ; 12%*. performing procedures which could e a s i l y be performed by nonphysician personnel; 9%, personal a c t i v i t i e s ; 8%, miscellaneous; 7%, physical examination o r parent contact; 6%, tasks generally considered t h e responsibility of the physician, such a s umbilic a l a r t e r y catheterization; and 5%*, non-medical tasks such a s s e c r e t a r i a l duties.
Based on 61 r e p l i e s t o 110 questionnaires sent t o neonatal centers, an average of 2 3 . 3 weeks (16%) i s spent by p e d i a t r i c house o f f i c e r s i n newborn nurseries i n a 3-year training program. Ten programs required more than 28 weeks, but none more than 42 weeks. Conclusions are: 1 ) 16% of p e d i a t r i c training i s i n the nursery; 2) a s i g n i f i c a n t proportion of the house off i c e r s ' time i s spent i n a c t i v i t i e s which other personnel could perform; and 3) nursing roles i n an NBICU could be extended i n order t o relieve the house o f f i c e r of many tasks(*).
Boston City Hospital, Dept. Ped., Boston New Federal Regulations now require a t l e a s t 25% continuity experience f o r housestaff participating i n new federally supported 3 year Primary Care (PC) Training programs. A PC residency was established i n 1973 a t BCH t o educate principally f o r inner c i t y needs. Four cohorts of trainees (n=40) have entered training and one cohort (n=6) has completed training. The program i s characterized by a psychosocial curriculum, integration of pediatric and i n t e r n a l medicine pathways, multidisciplinary faculty, and the use of multiple ambulatory s i t e s . Continuity occupies 10% of year 1, e i t h e r i n hospital o r neighborhood health center. Continuity increases t o 20% f o r 1/2 of year 2 and i s followed by a 6 month period of 30%. During year 3 , 40% time i s spent i n continuity c l i n i c following patients longitudinally a s qell a s i n selected specialty c l i n i c s . During continuity, residents provide c a r e t o an i d e n t i f i e d panel of families. Total continuity for t h e three year program i s 26% meeting the federal requirement. A modified pairing system has been established t o f r e e housestaff f o r expanded educational and c l i n i c a l experiences Small s t r u c t u r a l changes i n scheduling without major change i n the nmber of housestaff allowed the added continuity experiences K e s e changes included giving up e l e c t i v e time during years 2 and 3 t o meet both service and educational requirements. Continuity is an important feature of PC Training and achieving a 25% goal requires multiple s t r a t e g i e s . J o h n C . S i n c l a i r , HcMaster U n i v e r s i t y , Dept. P e d i a t r i c s , H a m i l t o n . Can.
The E x p e r i m e n t a l Design Deck f o r C l i n i c a l R e s e a r c h i s a s i m u l a t i o n o f a problem i n e x p e r i m e n t a l d e s i g n i a c a r d deck f o r m a t .
I t i s i n t e n d e d t o s t i m u l a t e t h e d e v e l o p m e n t of s k i l l s i n s c i e n t i f i c t h i n k i n g by a l l o w i n g t h e s t u d e n t , i n s e l f -d i r e c t e d f a s h i o n , t o d e s i g n c l i n i c a l t r i a l t o t e s t e i t h e r a g i v e n h y p o t h e s i s ( s p e c i f i c d e c k ) o r a h y p o t h e s i s which t h e p l a y e r p r ov i d e s ( g e n e r a l d e c k ) .
The d e c k c o n s i s t s of c a r d s c l a s s e d by c o l o r a c c o r d i n g t o t h e f o l l o w i n g e x p e r i m e n t a l d e s i g n i s s u e s : s a m p l e s e l e c t i o n , p r o g n o s t i c s t r a t i f i c a t i o n , a l l o c a t i o n , maneuver, c o m p l i a n c e , coi n t e r v e n t i o n , c o n t a m i n a t i o n , and outcome c r i t e r i a . T h e f r o n t o f e a c h c a r d d i s p l a y s a t i t l e a t t h e t o p , nami n g o n e e l e m e n t r e l a t e d t o t h e d e s i g n i s s u e . B r i e f q u e s t i o n s on t h e f r o n t of e a c h c a r d f o r c e t h e p l a y e r t o c o n s i d e r why h e m i g h t b e c o n c e r n e d a b o u t t h i s e l e r e n t i n p l a n n i n g t h e s t u d y . The back of e a c h c a r d g i v e s d a t a r e l a t i n g t o t h e f r o n t t i t l e w i t h which t h e p l a y e r must work i n d e s i g n i n g h i s s t u d y ( s p e c i f i c d e c o r i s l e f t b l a n k f o r t h e p l a y e r ' s own e n t r y o f d a t a r e l e v a n t t o t h e f r o n t t i t l e ( g e n e r a l d e c k ) . I n a d 
I
Specification of the c h a r a c t e r i s t i c s unique t o primary care. as distinguished from secondary and t e r t i a r y care, has been d i f f i c u l t . Definitions of primary care have stressed i t s f i r s t contact aspects, i t s "coordinating" features, I t s "comprehensiveness." and i t s "longitudinality." While adequate as qross descriptors, the inabi 1 i ty t o quantify these phenomena reduces t h e i r usefulness t o teachers, planners , and evaluators.
In order t o overcome t h i s problem, a model has been develope which shows the interrelationships amonq the many separate aspects of the structure, process, and outcme of care. The system parameters such as access, coordination, comprehensiveness, and longitudinality a r e defined as s p e c i f i c interrelation ships among the structural and process components of care. each of which i s measurable.
Use of t h i s model provides a way t o examine the attainment of primary care objectives, as will be shown by several examples. Therefore, i t may f a c i l i t a t e both the achievement of b e t t e r programs of service and more complete educationa experiences f o r primary care trainees. a r a t i o s were i n t h e range of 6-thal t r a i t i n trisomy 13, and i n 4/6 with trisomy 18. (B+y)/a was a l s o low. 6/a was above normal i n 2/6 with trisomy 18, and i n trisomy 21. (B+y)/a was high. Thus the high HB F i n trisomy 13 r e s u l t s from normal y/a synthesis, but a delay i n turning on 0 chain. High HB A i n t r isomy 21 i s due t o an early and coordinated switch from y t o 6 synthesis. Trisomy 18 infants represent both types. Finally these data emphasize t h a t abnormalities other than t h a l genes may lead t o aberrant B/a r a t i o s i n neonates and a l s o may a f f e c t t h e B/y r a t i o s in utero that a r e used t o define hemoglobin phenotypes i n prenatal diagnoses.
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